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Log-in to IMPACT

“User ID
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Forgot your password’

Need Hel D 2

Don't have an account? Create New Account

* Enter the and then, click



Log-in to IMPACT

Manage your account

o Request Application Access ) 4 Update Profile
] Change Password rd Update Security Q&A

Access your applications

« IMPACT Provider Enrollment

* Click on the hyperlink,



Modifying an enroliment

€

Doe John
|Medical Assocs INC.

Select Favorites .t

* From the first drop down, choose the provider name of the enrollment that
needs modified.




Modifying an enroliment

lHu 101$ Medicaid Program Advanced Cloud Technology

Jones Steve

: Select Profile

ISelect Profile
Domain Administrator
Provider Enrollment Access
View Provider Enrollment

* From the second drop down, select , then click
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Modifying an enroliment

© Close BRANLEERI N

i#  View/Update Provider Data - Individual Lo

Business Process Wizard - Provider Data Modification (Individual).

Required Last Modification Date Last Review Date  Status Modification Status  Step Remark

1: Provider Basic information Required 0872072015 Complete

p2: Specialies ~CCm— Required  08/25/2015 08/20/2015 Complete

3: Associate Billing Provider Required 720/ 08202015 Complete

§: License/Certification/Other Required / 0872072015 Complete

S: Provider Controfing Interest/Ownership Details Optional 2 08720/2015 Complete

6. Taxonomy Detais Required 0872072015 Complete

View Servicing Provider Detalls Optional 087202015 Complete

8. Associate MCO Plan Optional 2 0872072015 Complete

tep 9: Complete Modification Checkiist Required 20/ incomplete

step 10. Submit Modification Request for Review Required 08/25/2015 2 Incomplete Modification Request has not been Submitted

View Page: 1 ® Page Count: 1 SaveToXLS Viewing Page: 1 « < > »

* Click on the hyperlinked step(s) that need updated and make the necessary
adjustments.




Modifying an enroliment

[« T\ | ™ indp Update

View/Update Provider Data - Individual -

Business Process Wizard - Provider Data Modification (Individual).

Step Required Last Modification Date Last Review Date Status Modification Status  Step Remark

Step 1: Provider Basic Information Required 08/20/2015 082062015 Complete
Step 2: Specialies Reguired  08/31/2015 08/20/2015 Complete  Updated
Step 3: Associate Biling Provider Required  08/20/2015 082042015 Complete
Step 4: License/Certification/Other Required 08/20/2015 082062015 Complete
Step S: Provider Controlling Interest/Ownership Details Optional 0820020115 082062015 Complete
Step 6: Taxonomy Details Required 082002015 08/20/2015 Complete
Step 7: Wiew Servicing Provider Details Optional DE20/2015 082062015 Complete
Step 8: Associate MCO Plan Optional 0820020115 082062015 Complete

Step 9: Complete Modification Checklist h Required  0&8/20/2015 08I2002015 Incomplete

]
]
]
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(]
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(]
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]
]

Step 10: Submit Medification Request for Review Required  08/31/2015 08/20/2015 Incomplete Wodification Reguest has not been Submitted.

View Page: | 1 @® Page Count : 1 SaveToXLs Viewing Page: 1 &« L 4 > »

 After making all necessary updates, click on
and answer the provided questions.




Modifying an enroliment

Manage Provider Checklist

Question

Do you need to request a Retroactive Enroliment Date? If Yes, enter the requested Retroactive Enrollment Date in the comment field to be

considered.

Do you wish to end date your enroliment? If yes, what date?

Are you currently excluded from any llinois or other state program? If ves, provide state of exclusion and program.

Are you currently excluded from any federal program? If yes, provide the program and date.

Have you ever had a criminal or heatthcare program-related conviction? If yes, provide type of conviction and date.

Have you ever had a judgment under any falze claims act? If yes, list judgment and date

Have you been cerified or recertified by Medicare within the last year. If ves, provide date.

Have you been certified by another State’s Medicaid Program. If yes, provide each state and effective date of certification.
Have you ever had a program exclusion/debarment? If yves, provide program and date

Have you ever had civil menetary penalty? If yes, provide penalty type and date.

Do you have 5% or more ownership interest in other entities reimbursable by Medicaid and/or Medicare? If Yes, provide details in "Add Ownership

* Each question needs answered with a or . Enter
necessary. If a question does not apply, choose
* When completed, click , then

Answer

Mot Completed

Mot Completed
Mot Completed
Mot Completed
Mot Completed
Mot Completed
Mot Completed
Mot Completed
Mot Completed
Mot Completed

Mot Completed

N N

Comments




Submitting a modification

[ FeEX S | ™ |ndo Update

£  View/Update Provider Data - Individual ~

Business Process Wizard - Provider Data Modification (Individual).

Step Required Last Modification Date Last Review Date Status Modification Status Step Remark

Step 1: Provider Basic Information Required 082002015 082062015 Complete
Step 2: Specialties Required 08/31/2015 082002015 Complete  Updated
Step 3: Associate Biling Provider Required 02/20/2015 0820012015 Complete
Step 4: Licenze/Certification/Other Required 08/20/2015 082002015 Complete
Step 5 Provider Controling Interest/Ownership Detaile  Optional 082072015 082002015 Complete
Step §: Taxenomy Detailz Required 082002015 082062015 Complete
Step 7: View Servicing Provider Details Optional 08202015 082002015 Complete
Step &: Associate MCO Plan Optional 032002015 0820012015 Complete

Step 9: Complete Modification Checklist Required 08/31/2015 0820012015 Complete  Updated

(]
(]
(]
(]
(]
(]
(]
(]
(]
(]
(]

Step 10: Submit Modification Request for Review Hquired 0873172015 082002015 Incomplete Modification Reguest has not been Submitted.

View Page: | 1 ® Page Count : 1 SaveToXLS Viewing Page: 1 4 L 4 > »

* When the modification checklist is completed, click on




Submitting a modification

ﬂtluse
#  Final Submission

HPl: 1679868283 EnrollmentType: Individual/Sole Proprietor

The Information submitted shall be verified and reviewed by the State.

During this time, any changes to the information shall not be accepted.

| agree that the information submitted as a part of the application is correct. (Private and Confidential)}

Application Document Checklist

Forms/Documents Special Instructions Source Required

AV AY AY AY

No Records Found !

* Read the posted statement, then click :



Submitting a modification

© Close
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and the date on which | completed the program. | further agree that my acceptance ofthese Terms and Conditions certifies, under penalties of perjury, that the information |
have provided on my residency program is true, accurate and complete.

Alcohol and Substance Abuse Providers

Alcohol and substance abuse providers in the lllinois Medical Assistance Program agree, represent, and certify as follows:

1.1 shall notify lllinois Medical Assi ce of any significant injury, suicide attermpt or death at the facility, in order to allow lllinois Medical Assistance and the Department of
Fublic Health to i ate the incident.
se treatment and intervention provider per the definitions and requirements of 77 1. Admin. Code 2060 and 2090, agrees that it will maintain
of the then-effective Attachment C to the Department of Human Senices Community Services Agreement (available via
x?item=29741).

Community Mental Health Providers

Community Mental Health providers in the llinois Medical Assistance Program agree, represent, and certify as follows:

1. The Provider, if a community mental health provider per the definitions and requirements of 58 1. Admin. Code 132, agrees that it will maintain compliance with applicable
parts of the then-effective Attachment B to the Department of Human Servic
item=29741).

checking this, | certify that | have read and that | agree and accept the enroliment conditions in the Trading

* Read through the terms and conditions. Scroll down and click the checkbox
to agree, then click :



Submitting a modification

H \
Message from webpage ———

The Medification Request has been submitted for State review. Return
& I_'\_, to here to track the status of your request.

*Click  on the message box.

© Close

View/Update Provider Data - Individual -~

Business Process Wizard - Prgider Data Modification (Individual).

Step Required Last Modification Date Last Review Date Status Modification Status Step Remark

Step 1: Provider Basic Infermation Required 0820/2015 082002015 Complete
Step 2: Specialties Required 0831/2015 08/20/2015 Complete In Review
Step 3 Associate Biling Provider Required 082002015 082002015 Complete
Step 4: License/Certification/Other Required 082002015 082002015 Complete
Step 5: Provider Controling Interest/Cwnership Details Optional 0820/2015 082002015 Complete
Step 6: Taxonomy Detailz Required 0820/2015 08/20/2015 Complete
Step 7: View Servicing Provider Detailz Optional 082002015 082002015 Complete

Step 8: Az=sociate MCO Plan Optional 0820/2015 082002015 Complete

A 000606 aa o

Step 8: Complete Modification Checklist Required 08312015 082002015 Complete In Review
|:| Step 10: Submit Medification Reguest for Review Required 0831/2015 082002015 Complete

View Page: | 1 ® Page Count : 1 SaveToXLs Viewing Page: 1

will show the status of the review of the modification.




Deleting a modification

[ Jel'S'll ™ Undo Update

i View/Update Provider Data - Individual A

Business Process Wizard - Provider Data Modification (Individual).

Required Last Modification Date Last Review Date Status Modification Status Step Remark

Provider Basic Information Required 08/20/2015 08/20/2015 Complete
Specialties Required 08/31/2015 08/20/2015 Complete Updated

). Associate Billing Provider Required 08/20/2015 08/20/2015 Complete
License/Certification/Other Required 08/20/2015 08/20/2015 Complete
Provider Controlling Interest/Ownership Details  Optional  08/20/2015 08/20/2015 Complete

6: Taxonomy Details Required 08/20/2015 08/20/2015 Complete
View Servicing Provider Details Optional  08/20/2015 08/20/2015 Complete

8: Associate MCO Plan Optional  08/20/2015 08/20/2015 Complete
Complete Modification Checklist Required 08/31/2015 08/20/2015 Complete Updated

| Step 10: Submit Modification Request for Review Required 08/31/2015 08/20/2015 Incomplete Modification Request has not been Submitted

View Page: | 1 ® Page Count : 1 SaveToXLS Viewing Page: 1 & < > »

* To cancel an update prior to submitting, place a check in the box next to the
line that has the update that needs deleted, then click on




Deleting a modification

OCiosc ’ Undo Update

i  View/Update Provider Data - Individual A

Business Process Wizard - Provider Data Modification (Individual).

Required Last Modification Date Last Review Date Status Modification Status  Step Remark

Required  08/20/2015 087202015 Complete

Required 0872572015 087202015 Complete

3. Associate Biling Provider Required  08/20/2015 08/20/2015 Complete
License/Certification/Other Required 0872072015 Complete

p S: Provider Controling Interest/Ownership Details Optional 8 S 0872072015 Complete
6: Taxonomy Detais Required  08/20/2015 08/20/2015 Complete

p 7: View Servicing Provider Detais Optional 0872072015 08202015 Complete
p 8: Associate MCO Plan Optional 0872072015 0872072015 Complete
9. Complete Modification Checklist Required 08/220/2015 8 incomplete

o

Submit Modification Request for Review Required 2 incomplete Modification Request has not been Submitted

® Page Count:1  (d SaveToXLS Viewing Page: 1 « < > »

* When completed, click




